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The Global Fund round 10 runs from May™20 August 28 2010. Please note that
this is a shorter window than normal. The mock Tecdl Review Panel will be held
in Entebbe 29 June -1 July.

For round 10, the Global Fund has introduced tHevfing prioritisation criteria:

Criteria Indicator Value Score
TRP Recommendation | TRP Recommendation | Category 1 4
Category
Category 2 4
Category 2B 3
Disease Specific disease 4
Burden burden criteria set 3
forth in paragraph c¢ 2
below 1
Poverty World Bank Low Income 4
Classification
Lower-Middle Income 2
Upper-Middle Income 0
Malaria Burden is estimated as follows:
Indicator Value Score

Mortality rate = 0.75 and morbidity rate = 10
OR 4
Contribution to global deaths = 1%

Mortality rate > 0.75 and morbidity rate <10 OR
Mortality rate > 0.1 and <0.75 regardless of
morbidity rate 3
OR

Contribution to global deaths > 0.25% and <1%
Mortality rate <0.1 and morbidity rate =1

Combination of
mortality rate per
1,000 persons at
risk of malaria;
morbidity rate per
1,000 persons at
risk of malaria;
and contribution to

OR 2
global deaths N .
attributable to Contr1ll?ut10n tC{ globatddeathbslglo.m% and < 0.25%
malaria®* .‘é\:rta ity rate <0.1 and morbidity rate <1 1

Contribution to global deaths < 0.01%
*** Source of data: WHO

It is important to note that countries which ar&éo middle income/middle income
and low malaria burden will be disadvantaged ingheritisation for round 10. Low
burden and low income countries will not be disadaged.

It should also be noted that the introduction adfiization criteria in round 10
indicates that there are relatively limited resesravailable for round 10 proposals.



A review of TRP feedback to countries has revealggod understanding of the key
issues that the group of technical review pansllisase their proposals rating
decisions on. It appears that strong proposalsidiech good description of the process
by which the proposal was developed, and that RRE Values consultative proposal
development processes that include key stakehofd®rs all sectors, public, private
and civil society. Value is also placed on showabgar linkages with existing GF
grants. It is also important to request funds tppsut sound and feasible technical
interventions which are consistent with the naticsteategic plan and in line with
regional and global disease control targets andl frestices. In doing this, a good
epidemiological description, supported by a welbdlmented program analysis is
needed. Coherency, sound analysis, well articulgteds, specific objectives and a
good description of the interventions; beneficisugnd the sustainability are the key
assets to the overall success of the process.

On disease control, a theme that is picked up agiy® relates to clear linkages to
other grants. In cases where an intervention isgo@mtroduced for a first time,

piloting and making clear that lessons will be f¢ain a phased implementation
approach are all good score points. Concerns ieghaer quantification of ACTs and
RDTs, patrticularly relating to observed changegpidemiology or disease burden.
For example, the quantification of drug procuremeased solely on estimates of
incidence without consideration of systems and ciipa is seen as inappropriate,
whilst in equal measure, estimates for commoditiesst take into consideration the
expected drop in malaria incidence following saglip of preventive interventions.

On vector control, a good malaria epidemiologidahtffication of the country or
region, with clear demarcation of where the différeectors control strategies would
be deployed, is seen positively by the TRP. It &lsips to have in place initiatives to
evaluate the potential impact of insecticide(s)tlug environment and to monitor the
dynamic of insecticide resistance. In cases whie& and LLINs are proposed as
joint and or concurrent interventions, clarity seded to explain the added advantage
of one and then the other, if applied in same looat Positive remarks are made in
cases where such dual interventions follow WHO @goak. On LLINSs,
guantification, good definition of target populatjand distribution methodology are
all issues that when not well articulated tenddotdbute to poor proposal ratings.

An important part of the proposal is the section budgets. In the worst rated

proposals, the TRP usually states that, there iaoeeghancies in the budget, financial
gap analysis are poorly done, there is a lack tdilde and in some cases unit costs
are over and above standard known costs - thesallassues that go to question the
credibility of the proposal. Inconsistency in ca#tions, inflated costs, lump sum

figures not well explained and poor budgeting db neceive good reviews from the

TRP. Clarity, good budget notes, good estimatetileéd breakdown of costs and

assumptions and sound believable justificationssearore positive assessments.

With regards to BCC/IEC, the perennial issue relatethe provision of evidence of
the effectiveness of the intervention. Over andvabiis, positive reviews include
sound and evidence based activities, integratemtegfies, which demonstrate the



intended impact on the population, with strong gaae and quantitative evidence
of impact. It does help to show the involvementaafl ownership of communities,
civil society organizations and linkages with paas BCC/IEC activities in previous
grants.

The review looked at the TRP feedback on alignneénproposals to the national
strategy and policy orientations, as well as theeineaand strength of national M&E
systems, the specific proposal indicators and th&EMplatform related to the
proposal. Proposals need to have well articulatetdvities and sound measurable
indicators building on a comprehensive implemeatatstrategy rooted in a well-
developed national M&E plan and framework. Objexsi service delivery areas and
indicators should, in keeping with the focus of greposal also ensure that they are
aligned to the broad national strategic orientat@md contribute to this as well as
answering to the specific needs of the proposdlelps to analyze the strengths and
weaknesses of the national system and devise wastsengthen the M&E system to
benefit the data quality and timeliness of reportinA good understanding of the
different levels of indicator formulation and megsuent (input, process, output and
impact) are an asset. The establishment of baselmel how indicators will be
assessed and measured are necessary. Care malgtiéotstreamline and coordinate
to benefit from planned surveys and studies.

Of equal importance is a need to clarify the prement system in place and
proposed. The proper quantification of needs wethlistic values is important; focus
must be placed on a good description of the procant arrangements, its strengths
and weaknesses. In cases where inherent and pat$®8M weaknesses are the order
of the day, the TRP sees value in opting for thésGfluntary pooled procurement
system.

A key area of interest is the management and imphtation arrangements that are
proposed to manage the proposal. Here a goodipéserof the implementation
arrangements, the coordination mechanism, and yeealb impact or effect of the
existing health systems is necessary. In casesewpmvious grants have been
awarded, a history of the implementation arrangeselessons learned and any
modifications are also important to make. The «&la of principal and sub-
recipients must show transparency and cross settioapresentation, from
Government, faith-based, civil society and the gievsector where applicable. The
proposal’'s chances are enhanced when there igyclarithe responsibilities and
activities of the key implementer's capacity toided. The national architectural
platform for programme implementation, such as SWAdhd others must be
highlighted, especially where that implementatiomaagement will affect the
proposal. A history if previews grants, AND theierformance must also be
articulated, more importantly, in cases where #gnsisaged that the current proposal
may be merged with existing grants, this must bélighted.

See ANNEX for detailed comments



Guidelines In past rounds, we have noted that many readutuelines once at
the beginning of proposal drafting, and then natimgWe strongly suggest that
you keep the guidelines by your side at all tinsesl refer to them often. Please
also use the checklists provided for you in theopsal form. Also note that the
guidelines have been extensively updated sincedr&uand we recommend that
all involved in completing the proposal forms aaenfliar with them.

Gap Analyses The gap analysis tables (formerly table 4.4 umb8 and 9) have
been removed from the round 10 template. Howeverstwongly recommend that
a clear gap analysis is carried out during the gmagon of the proposal. We have
found from past experience that this helps witlitization of activities and
identification of targets, gaps and needs. Thisagadysis should include an
explanation of the underlying assumptions and @attached in annex to the
proposal. This gap analysis should be brought alornige mock TRP.

Universal coverage Countries should budget for 100% coverage, wiming
for 80% utilization of LLINs, ACTs, RDTs or IRS

Comments from TRP.It is essential that each country directly respaondste
comments made by the TRP from the last Global FRutxinission even if the
country is not resubmitting the same applicatidmede comments should be
included in the template and in an attached summary

Impact of prevention coverage on ACT forecastingAfter the 80% vector
control utilization targetis reached, countries should budget for reductions
ACT consumption. Where in country data exists, timengly recommend that this
should be used. Where data is unavailable, astarinrmrecommendation, we
suggest a 10% reduction in ACT procurement forydee following the
achievement of universal coverage. Assuming c@esigmaintained, 20%
reduction can be assumed for the year after thdt38% the year after that. This
is an interim solution recommended by the RBM HVE@&d it is recommended
that countries collect data to refine forecastsiiare years.

Selection of Principal Recipient Principal Recipients must be competitively
selected, with the process clearly documented. I$imgging that the Government
will be the PR, without a documented competitivegass will not be acceptable.
We also recommended that there are 2 PRs — oneGmrarnment and one from
Civil Society (Dual Track Financing). Whilst this not mandatory, a justification
must be submitted as to why you have chosen not to.

Presentation of the ProposalThe TRP takes, on average, about 3 hours to read
and decide on each proposal. We have found thphgraictures, visuals are very
effective ways of communicating information to theP, and helps avoid any
translation errors.

Tables less relevant for malariaWe have found that some tables for example
Table 4.2.d: Malaria epidemiology of target popialias may be difficult/not



possible to fill in, and are largely not relevaot alaria. If you decide to leave
them blank, we strongly suggest you include adita¢ing that “These data are not
available and not collected by the country”...or stinmg like it. Please don’t
leave this table (or any table) blank without aplaration, as the TRP may think
you've just forgotten to fill in the table.

For a comprehensive summary of key technical recenaations, please refer to the
accompanying document: Malaria Global Fund Propbsaklopment: WHO
POLICY BRIEF May 2010. See also A COMPILATION OF WbHREFERENCE
MATERIAL attached.

Coordination
= Attending meetings is a part of regular work sezvido per diems should be
paid, though allocation can be made for refreshenfmtparticipants.
= Key planning meetings should be budgeted for -lifimey and validating the
plan of action, finalizing all training and datdleation materials, post-
distribution wrap up meeting.

Procurement
= Budget for any costs for in-country activities (eagvertising call for tenders,
publishing results of the bid analysis, meetingmfcurement committee to
review bids [refreshments]).

Logistics

= Need to determine if costs for clearing customsiaitidl warehousing are
part of procurement. If not, need to be includetbgistics budget. Port costs
will vary — scanning of containers or no, contaimspection, administrative
fees and insurance should all be considered.

= Budget for micro planning (including training) ftive central team to support
the lower levels to ensure accurate informatiotectdd.

= Ensure adequate transportation and secure stavageINs. This may
involve small repairs to warehouses and paymeseofrity staff for the
duration of the storage period.

= Be sure to budget for the training of all personneblved in the logistics
operation. Supply chain management is dependehéawing the right
documentation and knowing how to use it.

= Supervision missions for the central logistics teard the regional / district
logistics personnel are key for ensuring adequateagement of the supply
chain.

Advocacy / Communication / Social Mobilization
= Communication should not be underestimated in tidget. It is important
that activities take place before, during and afiermass distribution.



= Include adequate planning for mass media (postdf, television, banners,
etc) and also for interpersonal communication.

= Communication activities need to be supervisedraaditoring should be
done to assess to what extent the beneficiaries #iecepted and understood
key messages that have been passed.

= All briefing sessions (Government, media, regiatistricts) should include a
budget for ensuring participation of stakeholdee$réshments, transportation
and per diem if absolutely necessary).

Identification of Beneficiaries

= Regardless of distribution strategy, it is necestainclude a line for the
identification of beneficiaries.

= In calculating needs for personnel for the idecaifion of beneficiaries
(household registration), consider adding a maofjerror to the number of
households (as calculated from recent census ddta\erage household
size). Adding the margin of error will ensure adetgupersonnel, even in hard
to reach areas.

= In general, it will take 10-15 minutes for a healtbrker to register a
household. Based on that timeline, you should egémersonnel needs by
considering that one person can cover 20-30 hold®per day. The number
of days of the household registration will deterenihe number of people
required to complete the activity.

= Be sure to budget for the training of all personneblved. Keep in mind that
the identification of households is key for thetdmition. You should
determine the number of training days accordingly.

= If you are using vouchers, bracelets or other méamislentification of
beneficiaries, be sure to include these elemerttseitudget.

= Data collection tools need to be in the budget.

Distribution

= The number of people required for the distributvah depend on how the
sites are organized (e.g. grouping multiple viledeving mobile sites, etc).

= You should ensure that you budget for adequateopesd, including crowd
control and health education, at all sites.

= Urban distribution sites will, in general, requim®re personnel, notably for
crowd control.

= If distribution is door-to-door, you should estimahe amount of time per
household and determine personnel needs accordingly

= Training and data collection tools need to be idetliin the budget.

Hang Up (ensuring utilization)

= Itis important to determine what you will do toseme utilization of the LLINS
distributed.

= Hang up of nets can be promoted either through masia or through
interpersonal communication. The strategy shoultddsed on existing
knowledge of the country’s “net use culture”.

= For low net use countries, it may be importantaeehhouse-to-house visits
prior to peak transmission periods to ensure thhlterable populations are
covered. In countries with high net use, radio ragsgy prior to peak
transmission periods may be sufficient.



Evaluation

= Post-distribution evaluation should be includethie budget for LLIN
specific information. The evaluation should fit kit the existing NMCP
M&E plan.

= Post-distribution evaluation should include retemti coverage / utilization,
but should also look at effectiveness of commuivcaactivities.

= Evaluation should be used to feed into the ovemiimunications plan for
ensuring high utilization of LLINS.

(See ATTACHED SPREADSHEET)

Importance of routine delivery

Although mass campaigns are an excellent way tie sgaLLIN coverage quickly
and equitably, they should be complemented by donme of routine delivery to
ensure that coverage and utilization rates araisiest. Routine delivery makes
LLINs accessible to populations in between campgears, thereby replacing
damaged/worn/lost campaign LLINs and covering ndvdsn children and newly
pregnant women who weren’t accounted for in thepaagn. Diversifying LLIN
delivery channels increases the opportunity to mée sustainable coverage to all
age groups, thus helping to maintain universal e Routine delivery also
creates an additional, valuable opportunity tofeere BCC messages on proper
LLIN utilization. Finally, it is good practice farountries to create national systems to
deliver LLINs steadily and sustainably to the p@tan. Countries that have fully
scaled, robust routine delivery in the public anglgie sectors may be able to phase
out nationwide campaigns in the future.

Options for routine delivery

LLINs can be distributed routinely via public secthannels, private sector channels,
and public-private combinations.

LLINSs distributed at full cost through the privatector favour populations of higher
socio-economic status, rarely reaching populatveims are most at risk for malaria.
Therefore public sector or public-private sectdivéey are preferred to purely
private sector delivery.

Public sector channels deliver LLINs through AN@tématal care) clinics and EPI
(expanded program on immunization) clinics to pesgrwomen and children under 5
or under 1, respectively. These LLINs can be diated either free of charge or at a
highly subsidized price. Any fee charged can keglue support facility activities/
upkeep or it is given to the health care providgersin incentive. Storage of LLINS is
generally not a problem, as clinics usually hadeya secure corner of the clinic that
can be used for LLINs. A positive by product ofINLdelivery though ANC and EPI
clinics is that the free LLIN can encourage inceshslinic attendance to ensure that
patients receive other important interventions.

Public-private combination channels such as soeéketing deliver LLINs at
subsidized costs through commercial channels. @lardage of social marketing is
that anyone with access to a vendor can obtain, anctuding adult males who do
not attend ANC or EPI clinics. In some cases, &im Tanzania, the public sector
can distribute vouchers to highest risk populatibmsugh ANC and EPI clinics,
which are then used to receive a bigger discoutthersocially marketed net in the
market. In countries where the public sector iakvand health facilities cannot be



relied upon to distribute LLINs consistently, sdctearketing may be the next best
option for routine delivery. The disadvantage dhgsnarkets is that even a small fee
will be a barrier to the poorest of the poor. Auidially, due to the bulky nature of
LLINSs, the inconvenience of storing LLINs in smkibsks might lead to frequent
stock outs. Generally, social marketing activiaes a good complement to free
distribution programs where free nets are targatddgh risk groups, but the whole
population can access socially marketed nets.

In either option, messages on correct and consistdN utilization via mass media
as well as via inter-personal communications mosbapany the delivery of LLINS.
In public sector channels, the very valuable npaent contact can be leveraged.

Routine delivery via public sector clinics, such a8NC and EPI:
While a mixture of public and public-private deliyechannels will maximize LLIN
access, routine delivery via public sector clingcthe “lowest hanging fruit” with the
greatest capacity to improve coverage among higiskspopulations._High-
transmission malaria countries should serioushswar making LLINs available at
low or no cost in all health facilities, as parttloé national malaria control program.
It's important to note that in order to developuatainable routine delivery
mechanism, a number of factors need to be considere

A functional public sector with a supervision gystthat will ensure nurses

deliver LLINs according to the program objectives

A system of patient cards that can be marked omet & received by the
patient

Routine distribution relies on good infrastructtmenaintain supply. Outlets
included in any programme should be accessiblelivaty vehicles in order
to maintain supply. In some cases other formsawfqport such as trains or
boats may be needed to be included in logistiasspla

The ANC and/or EPI attendance must be relativedi lmm order to reach a
large enough proportion of the population. In nmgi-Saharan African
countries, ANC attendance is well over 80%.

At each level of the distribution chain, funds slidoe budgeted for storage,
management and security of supplies.

There must be a coordinator in each region/didiichanage the logistics of
the program and ensure that the continuity of sujgphot interrupted by
stock outs.

MoHs may want to consider subcontracting the loggsind day to day
management of a routine LLIN system to reduce thmiaistrative burden on
malaria control programs. The MOH and the distritalth management
teams can still oversee the program and supeiwvesbkdalth workers
distributing the LLINS, but don’t have to deal witie logistics.



No matter what channel is used for LLIN distribatigufficient funding for
BCC activities is needed to ensure correct usaGe€ Baterials should be
tested and continually developed to ensure thigceveness.

Please see the AMP LLIN toolkit (to be releaseduty 2010) at
www.alianceformalariaprevention.com/resources.fdpmore guidance on routine

delivery of LLINs. Topics covered include quantifgi LLIN need, mapping of health
facilities, training of health workers (on both miedivery and communications on net
use), distribution chain, job aids, supervisiord M&E.

# 0% %

There are a number of changes to the round 10 pabgaidelines:

Guidelines The guidelines have been extensively updatea simend 9 and we
recommend that all involved in completing the pregddorms are familiar with
them. Keep the guidelines by your side at all tinaesl refer to them often.
Programmatic gap analysis The gap analysis tables (formerly table 4.4 imob
8 and 9) have been removed from the round 10 teemplée recommend that a
clear gap analysis is carried out during the pratpar of the proposal. This helps
with prioritization of activities and identificatioof targets, gaps and needs. When
the gap analysis is not clear, the proposal isgalear. This gap analysis
should include an explanation of the underlyingiagstions and can be attached
in annex to the proposal.

Value for money(see section below): this will include a justifiicat of
commodity unit costs and, where available, the observices. It is
recommended that where data are available on sedeilivery costs, countries
should include detailed justifications of what adnites to these costs including
DSA rates, storage and transport costs etc, phatigun countries where
operations are known to be expensive. It will deamportant to justify the value
of using more than one intervention, for examgie,use if LLINS and IRS in the
same districts. Where data are not easily avail@bolentries should outline how
these data will be collected.

Optional consolidation (see section belowgs the global fund moves towards
consolidation of grants and single stream finanaiagnd 10 will allow countries
to indicate whether they intend to begin consaitaof existing grants with the
round 10 application using the consolidation attaeht to the proposal form. If
the country chooses not to apply in a consolidatadner, it may indicate
whether or not it plans to consolidate as parhefdgrant signature and negotiation
process. It is important to note that while coitsdlon is option for Round 10, it
will be mandatory beginning Round 11 as the “sirgjteam of funding”, which is
central to the Global Fund’s new architectureplged out. While many countries
may ultimately consolidate, given the limited pregbdevelopment period for
Round 10, the HWG recommends that for most couirimay be easier to
indicate that the country wishes to consolidatpaas of the grant signature and
negotiation process.

Costed TA plan. For the first time, countries willbe required to submit a
costed technical assistance plan outlining TA requements.



* Financial gap analysisthere is an increased emphasis on the contritgivd
others and issues around sustainability and casstiould emphasise the
contributions of other partners.

» Gender Equality Strategy. provision of sex disaggregated data (see below)

* Community Systems Strengthening (CSS) - strength®neposal Form and
Guidelines to provide CSS-specific service delivanyas (see below)

# $
As noted above, it is critical that applicants regethe guidelines on this topic when

completing this section. In addition, guidancersvided at
http://www.theglobalfund.org/documents/rounds/10/R10 FAQ en.pdf

In the Round 10 documentation, the Global Funddedismied what it means by Value
for Money (VFM) for the first time, as well as hoiv will be evaluated in the
proposal.

Value for money (VFM) has been defined as using thest cost-effective
interventions, as appropriate, to achieve the ddsiesults. While there are some
short term and fairly standardized components oMYFor example the cost of
commodities, other elements, such as quality astagwability, are more subjective
and difficult to measure. When reviewing proposé#te Technical Review Panel
considers “value for money” in addition to a rargjecriteria such as past program
performance, implementation capacity, and an epiolegical evidence base for the
proposed activities. The focus within value forrmag is to maximize the impact of
technically appropriate and operationally feasiblyestments with the available
resources.

Having an understanding of value for money of tmegmm being implemented,

particularly its service delivery unit costs for ykenterventions, provides an

opportunity to examine where the leverage pointsrfigpprovement are: can the same
program produce more of same quality with the sameunt of money if some cost

components could be brought down? Can the prograciupe better quality or more

outcomes of same quality with the same cost? @©@amesadditional cost provide

significantly better quality or secure sustainayili

Value for Money has been integrated into the Rodfdproposal form in the
following sections:

New question and guidance on improving VFM (4.5.8). this section,
applicants need to explain how the overall progpovides value for money
and how the proposal contributes to it. In thistisa the applicant should
also consider context-specific factors beyond thenédiate cost of the
program (to the provider) particularly on the vahide: why is the approach
chosen in the program context the best value, gaikito account the maturity
of the program, the stage of the epidemic, theepatinix to be served with the
grant funds, and the sustainability of the systeppsrting it.

Reference to VFM and additionality in Program Simstiility section (4.5). In

this section, it is important that applicants pdevplans which will support the
sustainability of impact of the Global Fund suppdrtinterventions in the
country.

Specific reference to VFM on pharmaceutical promest (4.8). In this
section, “Pharmaceutical and health products faraintwo years”, provide

10



justification for the unit costs used for budgetiog key health commodities
in the procurement plan. The prices should beifiedt by published
international reference prices [links to relevaetvwpages].

New reference to additionality in the context ofaincial needs (5.1.1); In this
section, “Additionality of Global Fund request”, @igants should provide
evidence of additionality, such as through completasy investments by the
applicant and through supporting documents.

New guestion on measuring unit cost and cost effermess (5.4.4). In this
section, Measuring service delivery unit cost”, laggmts need to consider for
what key intervention the service delivery unit tsowill be measured and
linked to data on health impact at times of padaéviews of the program.
Include the measurement in the workplan and buddethe proposal if

seeking Global Fund funding.

For commodity unit costs, reference prices (angeahhave now been provided for
LLINs and ACTs. In addition, web links to standaeference prices (and ranges)
have also been provided. If the expected commauntittycosts fall within the ranges
provided, the applicant must justify why. The HW&&ommends that applicants
budget for LLINs and ACTs within the reference rasgrovided, wherever possible.

Applicant will be asked to estimate the serviceveey costs in section 5.4.4.
Specific examples of how these can be calculatddwiavailable at (www...). The
intent of this section is to understand the fuBtoof delivering the key services
proposed in the proposal (e.g. LLIN distributiomdt only the commodity costs, so
that the TRP can determine whether or not the mg$i reasonable given the
expected impact.

For more information on Global Fund and value fammy, please visit:

Information Note:
http://www.theglobalfund.org/documents/rounds/10/R10 InfoNote VM en.pdf

Guidelines:
http://www.theglobalfund.org/documents/rounds/10/R10 Guidelines Single en.pdf

THE HWG RECOMMEND THAT WHERE COST OF SERVICE DELINE
DATA ARE PROVIDED THAT THESE ARE WELL JUSTIFIED WIH
SUPPORTING DOCUMENTATION, FOR EXAMPLE GOVERNMENT ADI
PARTNER AGREED DSA RATES; STANDARD DELIVERY AND TRINING
COSTS ETC.

%

Applicants will be requested to indicate whethaytintend to consolidate existing
grants with this proposal during grant negotiati@onsolidation refers to the
situation where multiple grants can be combinefditm one grant. Consolidation is
possible if a Principal Recipient (PR) is alreadynaging at least one grant and the
applicant is approved for an additional grant fa@ same PR and same disease. After
a review of its grant architecture, the Global Fismttansitioning toward single
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streams of funding per PR per disease. This méat®ach existing PR will have one
grant agreement with the Global Fund per diseasgrdless of how many grants that
PR currently has for that disease. Single strearfisnding per PR per disease are
intended to create a number of efficiencies forapplicant and the respective
Principal Recipients.

For Round 10:

Applicants will be presented with two options rel&to how they wish to
voluntarily transition to a single stream of funglims well as one additional
option available for applicants who choose notaagition to a single stream of
funding.

If applicants choose to consolidate at the proplesel, they will be requested to
provide various narrative descriptions of theirsaidated programmatic
information, as well as a Consolidated Performdfreenework.

Specific financial information on the consolidatidease proposal’s incremental
demand will be determined by the Secretariat inlelorative effort between the
applicant, and Secretariat during the period betwseposal submission and TRP
review.

Specific information on periodic review (which witplace Phase 2 reviews in
the new architecture), particularly the date ofquic review, will be requested
and discussed during grant negotiations.

Applicants that are successful in their consolidatisease proposal will have the
opportunity to sign their grant into a single streaf funding at the time of grant
negotiation. A single stream of funding simplyealall grants in a disease area
currently managed by a single Principal Recipi®R), adds any new funding
received for that PR through the Round 10 apprg@regosal, and converts the
totality of that funding into one grant agreementtjch is called a “single stream of
funding” grant agreement.

In the proposal form itself, countries will haveeh clear options presented in Section
3.1

Option 1: Tick the box to select this option if @ugplicant plans to submit a
consolidated disease proposal and sign a singlarstof funding grant agreement(s)
during grant negotiation, if approved. It is imfaot to note that the following two
criteria must be satisfied or the submission wall be reviewed as a consolidated
disease proposal:

® a consolidated disease proposal must includsaate-disease grants that will
have at least 12 months of implementation remaiomghe grant from the planned
start date entered in section 3.2 of the Propowah F

(i) a consolidated disease proposal must inclilideame-disease grants for all
Principal Recipients in the applicant’s Global Fyomdtfolio, regardless of whether
changes to the scope of those activities is planned

Option 2: Tick the box to select this option if teplicant plans to transition to a
single stream of funding by consolidating exist{igbal Fund grants with the Round
10 proposal during grant negotiation.

Option 3: Tick the box to select this option if teplicant does not plan to submit a
consolidated disease proposal nor do they plamtsition to a single stream of
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funding by consolidating existing Global Fund gsawith the Round 10 proposal
during grant negotiation.In Round 10, the applicgaat voluntarily transition towards
a single stream of funding per PR per disease by:

(1) opting to consolidate existing Global Fund gsanith the proposal, conditional
upon its approval; or

(2) submitting a consolidated request for fundimgpugh the use of the consolidated
proposal form. If an applicant intends to subngbasolidated request for funding,
then the applicant should refer to the Round 1@i€liries [Consolidated].

While the HWG is fully supportive of the new ar@dture and a shift to a single
stream of funding, for most countries, Option 2/ Wwé the most appropriate option (if
there are existing grants managed by the propoRettid& have at least 12 months left
of implementation). This will indicate a desire ¢tonsolidate and enter a much
simplified structure, but would not place additibngressure on an already
compressed proposal submission period.

& $

Rationale:

Up to 30% of malaria deaths in Africa occur in tieeke of war, local violence or
other emergenci€sCountries impacted by chronic humanitarian césesof strategic
importance as well. The massive population dispieend that usually accompanies
humanitarian crises is likely to lead to an incessmalaria morbidity and mortality.
Resource limitations, inaccessibility, insecuribgadequate infrastructures and lack of
capacity are barriers to carrying out effectiveanial control and prevention
programmes in such settings. Humanitarian crisdsoéimer emergencies can
undermine pre-existing malaria control measureslead to a collapse of health
services?

To achieve the goals of the RBM Partnership, esflgén the scale-up and sustained
control stages, efforts must be made to controbrain emergencies and
humanitarian crisis, as these situations may quiledd to a loss of the benefits
achieved by the malaria control programs.

Definition: Populations affected by humanitarian crisis

Humanitarian crisis are referring to either manmeaieflicts or natural disasters that
result in either a large part of a population badigplaced and/or unable to carry out
their normal lives due to the breakdown or incajaicin of infrastructures and cut-
off from accessing essential needs and services.

Guiding principles for malaria control in acute and chronic phase emergencies in Africa, Conclusions of WHO / Roll
Back Malaria Consultation

2 The Global Malaria Action Plan: For a malaria-free lipRoll Back Malaria, Geneva, 2008
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Populations affected by humanitarian crisis inclddglaced persons such as
refugees and IDPs, their hosting communities, niigrdisplaced populations as well
as non-displaced populations living in areas affédty conflict and/or natural
disasters. Conflicts and/or disasters can havetemg consequences, such as
protracted displacement situations in which popaitest remain dependant on external
assistance.

Epidemiology of malaria in humanitarian crisis

Conflicts and/or natural disasters have the paéafialtering the epidemiology of
malaria. In areas where significant advances haea lachieved in reducing the
transmission and disease burden due to concertgmbtefforts, humanitarian
emergencies are likely to halt if not revert suobgpession because of interruptions
to the control programme interventions. Large spalaulation movements can lead
to a change from a stable transmission to an ulestamsmission and increase the
risk of epidemics because of a change in populatersity, deteriorating living
conditions, inaccessibility of health services anelvention programmes can not be
accessed by the population malaria and hence.

Natural disasters, especially floods and torreméiadfalls increase the likelihood of
epidemics or lead to a medium to long-term amgltfan of transmission.

Response to humanitarian crisis and malaria programmes in humanitarian
settings

The response to humanitarian crisis is coordinbyetthe Office for the Coordination
of Humanitarian Affairs (OCHA) and structured withl1 clusters covering key
technical areas and assistance aspects of theigat@d humanitarian response. In
addition, UNHCR is mandated to provide assistanaefugees, those displaced
across national borders.

Humanitarian funding mechanisms are in place toevealailable the initial resources
needed to enable the provision of essential assistduring emergencies and the
stabilisation phase. However, because of limiteulfing but overwhelming needs,
such initial response mechanisms usually aim t@xcthe essential needs at the level
of minimum international standards in humanitagattings and for a limited time
only.

Malaria control programmes are not as such patiemitial humanitarian response.
In endemic areas, malaria is included as curaspeet under primary health care
with access to early diagnosis and effective treatrbeing characteristic focus areas.
Data from UNHCR'’s health information system (HI&pws that 97% of all major
refugee operations in malaria endemic areas haweted ACT as *tline treatment,
thus following in large part national protocols.w#ver, only 44% of all malaria
cases are laboratory confirmed (microscopy/RDT).

Note that this data represents UNHCR refugee opmratin 17 countries only. This is

not a representation of the approach to early diagja and treatment of malaria in
humanitarian crisis in general.
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The distribution of long-lasting insecticide-tredteednets (LLIN) is often not
prioritised on during humanitarian emergencies. elasv, LLIN coverage among
populations affected by conflict or natural disasteould be considered a priority,
notably because displaced settings leave peoptesaltle in terms of shelter, food
and nutrition, water and sanitation and accessé#itin care.

Why include these populations into Global Fund propsals

In order to achieve universal coverage by 201%asw be the GMAP, malaria
control and prevention programmes should embrdaaierable populations.
Furthermore, in order for control interventiondbtevidence-based and scientifically
sound, risk factors such as conflicts and/or natlisasters must be taken into
account.

Humanitarian funding mechanisms most commonly aoler the essential needs for
a limited time. Global Fund grants on the otherchare situation unspecific and less
time sensitive, hence can be shaped to bridgefuitaling gaps between
humanitarian short-term funding and long-term fungdio pursue strategic objectives
such as those of the Global Fund and Roll Back N&ala

Considerations for proposal writing

Agree with stakeholders and CCM members to inchmgulations of humanitarian
concern such as displaced persons and refuggestas the target populations in
the proposal.

In refugee-hosting countries and countries witkrnmally-displaced populations,
ensure that these are part of the national madé&nadegic plan; if not negotiate to have
an addendum including that or make it clear thaargeting universal coverage this
includes the targeting of all populations includthg displaced.

Countries affected by recurring natural disastio®ds, draughts, Tsunamis,
earthquakes etc) or latent and/or acute conflimbsilsl furthermore take account of
making provisions in their proposals for contingeptans that alleviate the effects of
such situations.

Arguments to support these notions can be madeabmical (epidemiological)
grounds as well as with reference to humanitar@ufations in the GMAP. It should
furthermore be emphasised that the inclusion afstés or conflict affected
populations does not take away recourses from anogring needs for non-affected
populations, but rather requires additional resesirc
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Proposal Process/ Structure

Action Point

2.2.2 Transparent proposal developmentEnsure that actors concerned with refugees and

processes

emergencies are included in the proposal developmen
process. It may be useful to identify a focal paoint
ensure that refugee and emergency issues are sufficie
highlighted

2.2.4 Principal Recipient(s) or sub
recipients

Where appropriate identify key organisations to act as
or SR for humanitarian populations/issues

3.5 Summary of Round 10 Proposal

Ensure that reference is mtdeinclusion of
humanitarian populations/ issues.

4.2.1 Geographic reach of this proposal
b) Size of population group(s)

Ensure to include geographic locations and population
sizes (known or estimated) of populations affected by
humanitarian situations

4.3.1 Malaria program

Highlight the importance of includirldApopulations in
the coverage models of the malaria program in order t
reach the elimination/eradication goals set out in the
malaria strategic plan

4.3.3 Efforts to resolve health system
weaknesses and gaps

Humanitarian situations are most likely to interrupt tieg
care infrastructures and delivery of services. In respon
humanitarian actors mobilise resources to cover gaps.
must be emphasised, however, that such resources ar|
time limited and not targeted at re-building a complex
infrastructure. Gaps will need to be addressed through
health system strengthening approaches to re-establis
functioning service delivery and care capacities.

4.4 Round 10 Priorities

Ensure that populations affectedutnahitarian
situations are included in the programmatic analysis af
prioritisation process

4.6.2 Links to non-Global Fund sourced
support

Ensure linkages with the work of humanitarian actors g
other organisations supporting displaced populations,
emergency situations and humanitarian needs to show
additionality.

4.8.3 Strengthening monitoring and
evaluation systems

Humanitarian and emergency monitoring and surveilla
systems are available and are most likely in place duri
humanitarian interventions. Explain how humanitarian
partners will contribute to the improvement of the M&E
systems in the country to overcome gaps and/or

strengthen reporting into the national impact measunen
systems framework.

ntly
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nce

-

ne

4.9.3 Pre-identified sub-recipients

see 2.2.4

5.1 Financial gap analysis

Include the contributions of atbaprs and
organisations supporting emergency and
refugee/displaced programmes

Budget and M&E plan

Ensure that funds in support of humaniternsergencies
and refugees/displaced programmes are clearly identif
including resources requested from the Global Fund a

ied;

D

well as external contributions.

Further reading:

Humanitarian response mechanisms:
The Humanitarian Reform Process: Cluster Approach
(http://www.humanitarianreform.org/)

Minimum international Standards in disaster respoas
The Sphere Project and Handbook (www.sphereprojeg}).
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Malaria control in Emergencies
Malaria Control in Complex Emergencies: An Inteeagy Field Handbook
Global Malaria Action Plan, Part IV, Chapter 10:rianitarian Crisis

$

PSM Issues ®

The grant process—from proposal development tonitanto implementation—
should include key stakeholders to promote ownprshthe process and minimize
opposition. PRs and SRs need to agree on theiectgp roles and responsibilities
and develop mechanisms for collaboration. AppoqiRs with the experience and
capacity to implement large projects may limit timee spent on capacity building
rather than on the final targets and health outspmBs may consider delegating key
responsibilities to expert institutions and decaliting implementation activities
while focusing on overarching activities.

Early planning which may include written documeiaiatoutlining activities with
timeline estimates, and any needs for externahieahassistance may facilitate the
implementation process. However, while having dedairitten plans is helpful,
mechanisms need to be created to ensure that agpeaddlans are implemented and
that commitments are fulfilled. Plans also needddress the coordination of
components such as policy changes, procurememingaand communication to
ensure that the preparatory steps are completedebefedicines begin to be
distributed to the facilities. Systems to ensuralitpaassurance in supply chain
management should be built in early and includeharisms for monitoring and
evaluation. Overall, a clear and logical fit amdihg grant’s targets and milestones,
the disbursement of funds, and the planned a@svitiith synchronized timing may
help to ensure that funds are available for thities and facilitate the meeting of
the targets.

Effective Coordination among Stakeholders

Clearly articulated stakeholder roles and respdlitss may lead to smoother
implementation

Memorandums of Understanding (MOUSs) or other catia mechanisms
among PRs and SRs may help establish/create gezatenntability

Review of the Global Fund guidelines on countryrdatating mechanisms
(CCMs) may assist stakeholders to better understaad and responsibilities
Incorporating potential stakeholders including thosthe private sector early in
the process promotes ownership and subsequenttansce@nd adherence to the
policy

Creating mechanisms for coordination and collab@neamong PR, SR, and other
implementers assists the implementation process

% Adapted from: Shretta, R. 2003lobal Fund Grants for Malaria: Summary of
Lessons Learned in the Implementation of ACTs iamn@hNigeria, and Guinea-
Bissau.Submitted to the U.S. Agency for International Depenent by the Rational
Pharmaceutical Management Plus Program. Arlingé@n,Management Sciences for
Health.
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Delegating specific functions while maintaining osight has the potential to
liberate the PR for macro-level activities

Decentralizing resources for implementation carbena more rapid
implementation process

Principal Recipient Selection

Selecting PRs on the basis of stricter criteria th@asure their capacity and
ability may promote great credibility and smoothmeplementation

Assuring that PRs have experience and capacityoicupement and supplies
management reduces bottlenecks in these processes

Procurement and Distribution Planning

Developing implementation, procurement, distribafitraining, and M&E plans
soon after the proposal is approved and beforeemehtation begins may
facilitate appropriately planned implementation

Including provisions for technical assistance amplacity building in key areas
ensures budgets are available with minimal timgdagbtaining such assistance
Clarifying country procurement procedures, pregarieeded documents, and
budgeting adequately for complementary activitsessh as customs clearance and
distribution, ensures budgets are available fosdleetivities with minimal lead
times

Involving existing institutions involved in the cotwy’s pharmaceutical
management, and using the existing distributiomegas a central information
system may facilitate adequate buy-in and util@abf existing systems

PSM Plan Development

Plans should carefully developed in collaboratiatinwey stakeholders, including
specific timelines with clear-cut roles and resploitises. In addition, the milestones
and targets should be realistic and aligned wittd fdisbursement.

Procurement

Understanding the procedures of suppliers, procen¢mgents, and others
involved in the procurement process, includingghgment terms may reduce
lead times

Direct disbursement by the Global Fund to the seppimay reduce procurement
lead times

Supply Chain Management
Distribution is a key area in which countries mayable to take advantage of
existing stakeholder technical expertise in thentigu

Budgeting accurately the costs of distributionhat dnset is beneficial
Consider how distribution to the lower-levels vaticur
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Consider systems created to track inventory oetoder stock at the state and
facility level
For LLINSs, consider routine distribution and repgiment of stocks

Training and Communication

Coordinating training to begin before medicinesvarin country and end before
distribution begins helps minimize time lag fortdisution while ensuring
effective recall of issues by the health care puters

Training all health system cadres in key pharmacaltanagement functions
may improve the supply chain management of the codities

Avoiding registering products that do not complyhwstandard dosage schedules
or quality standards may reduce the likelihoocheirtprocurement and wide
distribution and prevent adverse drug reactions

Developing mechanisms to address the quality ofab&lly produced medicines
as part of a broader quality assurance system awdjtdite instilling consumer
confidence in the new treatment, particularly i6ibeing manufactured locally.
Develop a comprehensive training plan (written)

Program Monitoring, Evaluation, and Reporting

- Aligning milestones and targets with activities dndd disbursement facilitates
the continuous availability of funds for plannedites
Developing realistic targets improves the likeliddbat targets are effectively
met
Coordinating the system for monitoring for malasigh other diseases may assist
in efficient utilization of resources for similactavities and avoids duplication
recording
Recruiting staff to collect and analyze data helfk efficiency and long-term
cost effectiveness
Standardizing reporting systems avoids overburdgttia system with multiple
streams of data and reporting mechanisms

B G )(*

The Voluntary Pooled Procurement (VPP) is a Globahd service created to
improve Procurement and Supply Chain delivery ddlilecommodities to Principal
Recipients and countries, reduce bottlenecks, aserefficiency, reduce prices, and
avoid stock-outs. All Global Fund grants are éligito access the VPP, and the
process is entirely optional to Principal Recipgeand countries. VPP can be used for
all or a smaller proportion of Global Fund ordersany given country and there are
no minimal orders for VPP.

The Global Fund has contracted Procurement SeAgents (PSAS) to facilitate the
procurement of LLINS, insecticide retreatment kidggnostics tests and ACTs (or
other anti-malarial pharmaceuticals) for malariangs. The PSAs will assist Principal
Recipients in procuring and receiving the selectmamodities. The PSAs offer a full
range of services, including purchasing, qualityitoal, shipping and delivery of

commodities to designated delivery points.
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There are two delivery options for VPP orders:deljvery to a first port of entry or

(b) delivery to the state/regional levels. VPP witit deliver beyond state/regional
levels. In addition, PRs can request for inspecteampling and/testing services,
coordinating mandatory pre-shipment inspectionsjstence with customs clearing
and temporary warehousing. Some assistance frenPBR may be necessary for
obtaining approvals and required documents toifatel these processes.

The VPP has no pre-negotiated prices for commadligiach tender will be pooled
with those of other countries and the PSAs willdioet a competitive procurement
process. All LLINs purchased under VPP have to H4ORES-Phase I
recommended, while selection of ACTs (and othermalarial pharmaceuticals) is
guided by the Global Fund’s Quality Assurance polar pharmaceutical products.
More detailed information can be obtained from:

VPP FAQ:http://www.theglobalfund.org/documents/psm/VPP_CBS&SQ _en.pdf
VPP standard operating procedures:
http://www.theglobalfund.org/documents/psm/VPP_S&Ppdf

$ %& &

During the 2 Global Fund Board Meeting (28-8@pril, 2010) there was a strong
recommendation from the board to support the agalef Maternal & Child Health
programming. Specifically the board states that:
“The Board encourages countries and partnersnaatir of urgency, to work
together in the context of opportunities presetitedugh grant
reprogramming, Round 10, and changes to the Glelnad grant architecture
to urgently scale up investments in MCH in the eahbf the Global Fund's
core mandate.
Exploring Options for Optimizing Synergies with Matal and Child Health
The Board strongly encourages CCMs to identify opputies to scale up an
integrated health response that includes MCH iir #gplications for
HIV/AIDS, tuberculosis, malaria and HSS.”
The Board recommendation clearly supports intedret€H programming,
although there is little detail on what can or agatrive funded. Also, the Board
stated that any MCH investments should be “In th&ext of the Global
Fund’s core mandate”; therefore should be cleankeld to HIV, TB and
malaria interventions.

As such, the HWG recommends that CCMs interestéagnding integrated
approaches through the GF should look at buildystesns that are clearly linked to
the three diseases e.g. community health workeostvelat malaria, information
systems used by malaria control programmes, trguoirhealth workers etc. All such
activities, while primarily supported by malarianfling, can be used to address other
issues. Community health workers can manage otBeases such as pneumonia or
diarrhea, training should not only be malaria sfiebut can be integrated, and
information systems could be integrated to reponnultiple diseases.
Communication materials, training guidelines am@tment guidelines can also
include integrated maternal and child health apgnes.

Clearer guidance will be provided at the Mock TRHRoiwing further consultations on
this issue.
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1. Proposal development process planning template :

Activity

Review of Programme
Needs, decision by
CCM to apply for rd 10
Agree broad strategic
priorities and targets
including preliminary
gap analysis

Establish method of
work, designate
working groups

Define technical
assistance
requirements including
timings

Collect relevant
background
documents/information
including gap analysis,
partner resource
mapping and
commodity and
service delivery costs
Review RBM briefing
note

Review proposal
guidelines and forms
Develop outline of
proposal contents
Presentation to CCM
to agree on proposal
contents

Proposal drafting
workshop

First draft of proposal

Timeline

April

May

June

July

August

3 7 1014 17 21 24 28 31 4

7 11 14 18 21 25 28 2

59 12 16 19 23 26 30

26 913 16_20

Responsibility
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Proposal sent to HWG
for review at mock
TRP

Participation at mock
TRP in Nairobi
Proposal revising
workshop

Revised proposal sent
to national partnership
for review

Proposal revised
Proposal submitted to
CCM for review
Proposal revised
based on CCM
comments

Proposal sent to HWG
for remote review
Proposal finalized
Proposal endorsed by
CCM

Proposal sent
electronically and by
mail to Global Fund
Respond to immediate
TRP queries
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Malaria Global Fund Proposal Developmefpt

A COMPILATION OF WHO
REFERENCE MATERIAL
May 2010

Global Malaria Programme
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I. Case Management

1. Guidelines for the treatment of malaria, 2nd €gneva, World Health Organization, 2010.
http://whglibdoc.who.int/publications/2010/978924¥925 eng.pdf

! " #$ %&

)**+

$-

2. Malaria case management: operations man@eneva, World Health Organization, 2009.
http://whglibdoc.who.int/publications/2009/9789248688 eng.pdf

I (

[I: Supply Chain Management

1. Malaria Microscopy Quality Assurance Manu&@eneva, World Health Organization, 2009.

http://www.who.int/malaria/publications/malaria _moscopy QA manual.pdfl
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2. Information note on interim selection criteria fprocurement of malaria rapid diagnostic tests (RPTs
Geneva, World Health Organization, 2010.

http://www.who.int/malaria/diagnosis treatment/diagis/infoRDTinterimcriteria.pdf

(
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3. Malaria Rapid Diagnostic Test Performance Resulté/é1O product testing of malaria RDTs: Round 1
(2008).Geneva, World Health Organization, 2009.

http://www.finddiagnostics.org/export/sites/defamiedia/press/pdf/Full-report-malaria-RDTs.pdf
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4. Malaria Rapid Diagnostic Test Performance Resulté/é1O product testing of malaria RDTs: Round 2
(2009) Geneva, World Health Organization, 2010.

http://whalibdoc.who.int/publications/2010/9789249467 enq.pdf
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5. FIND Malaria RDT product testing interactive guideND Diagnostics, 2009.

http://www.finddiagnostics.org/programs/malariadfimctivities/product testing/malaria-rdt-product-
testing
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6. WHO/FIND RDT lot testing programm®/orld Health Organization Regional Office for th&estern
Pacific, 2005.

http://www.wpro.who.int/sites/rdt/who_rdt evaluatitmt testing.htm
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7. Good procurement practices for artemisinin-basetinaalarial medicinesGeneva, World Health
Organization, 2010.

http://whalibdoc.who.int/publications/2010/9789248927 enq.pdf
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8. WHO List of Prequalified Medicinal Productd/orld Health Organization, 2010.
http://apps.who.int/prequal/
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9. Antimalarial medicines available for procurementWHQ World Health Organization, 2010.

http://www.who.int/malaria/publications/medicinesfp

10. Marketing of oral artemisinin-based monotherapy roegs World Health Organization, 2010.

http://www.who.int/malaria/marketing of oral artesmin monotherapies/en/index.html
0

! $- 0
0 0

:: Phasing out oral artemisinin-based monotherapy ciezli [pdf 92kb]
:: Marketing of oral artemisinin-based monotherapi€®untries [pdf 31kb]
:: Marketing of oral artemisinin-based monotherapidanufacturers [pdf 33kb]

11.World Health Assembly Resolution 60.18, Agenda 1t2rh, Document A60/12Vorld Health
Organization, 2007.

http://apps.who.int/gb/ebwha/pdf files/MWHAB60/A60 dRén.pdf
0
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[ll. Community Case Management of Malaria
12.  1.The Roll Back Malaria Strategy for Improving Access Treatment through Home
Management of Malaria Geneva, World Health Organization, 2005.

http://whglibdoc.who.int/hg/2005/WHO_HTM_MAL_2003.01.pdf

(
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13. 2. Scaling Up Home-Based Management of Malaria: FroneBearch to Implementatian
Geneva, World Health Organization, 2004.
http://whglibdoc.who.int/ha/2004/WHO_HTM_MAL_2004036.pdf
( A A 1AA
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IV: Malaria in Pregnancy

1. A Strategic Framework for Malaria Prevention andontrol During Pregnancy
in the African Region.World Health Organization Regional Office for Afric a, Brazzaville, 2004.
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14. http://www.afro.who.int/en/divisions-a-programmesifmalaria/mal-publications.html
$

15. 2. Malaria in pregnancy: Guidelines for measuring keyionitoring and evaluation indicators
Geneva, World Health Organization, 2007.

http://whalibdoc.who.int/publications/2007/9789295636 eng.pdf
C 1

c( 1

16. 3. Technical expert group meeting on intermittent pesive treatment in pregnancy (IPTp)
Geneva, World Health Organization, 2007.

http://www.who.int/malaria/publications/atoz/9789%96640/en/index.html
> 1> ! 4::9
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V. Intermittent Preventive Treatment in Infancy (I PTi)

17.  1.Report of the technical Consultation on Intermitté®Preventive Treatment in Infants (IPTi),
Technical Expert Group on Preventive Chemothera@eneva, World Health Organization, 2009.

http://www.who.int/malaria/publications/atoz/tegsaitiptiapr2009report.pdf

> 1>
> &> 1&> >

IC>! 0

18. 2. WHO Policy recommendation on Intermittent Prevergivireatment during infancy with
sulphadoxine-pyrimethamine (SP-IPTi) for Plasmodiufalciparum malaria control in Africa.Geneva,
World Health Organization, 2010.
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VI: Monitoring Antimalarial Drug Efficacy
19. 1. Methods for surveillance of antimalarial drug effecy. Geneva, World Health Organization,
20009.
http://whglibdoc.who.int/publications/2009/978928¥531 eng.pdf
)**:

20. 2.Methods and techniques for clinical trials on antiatarial drug efficacy: genotyping to identify
parasite populationsGeneva, World Health Organization, 2008.

http://whalibdoc.who.int/publications/2008/9789246305 enq.pdf
&
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3. Strategy Paper on Management of Antimalarial DyuiResistance (prepared for the Roll Back
Malaria (RBM) Board). Geneva, World Health Organization, 2009.

http://rom.who.int/partnership/wg/wg managementgd@8MStrategy AntimalarialDrugResistance.

pdf
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VIl. Malaria vector control

21. 1.Long -lasting insecticidal nets for malaria prevaaoh. Geneva, World Health Organization,
2007.

http://www.who.int/malaria/publications/LLINmanupdif
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22.  2.Insecticide treated mosquito nets: A WHO positidatement Geneva, World Health
Organization, 2007.

http://www.who.int/malaria/publications/atoz/itngpaperfinal.pdf
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23.  3.Use of indoor residual spraying for scaling up glabmalaria control and elimination
Geneva, World Health Organization, 2006.

http://whalibdoc.who.int/hg/2006/WHO HTM MAL 2006.12 eng.pdf
c & %%

4. Malaria vector control and personal protection: rept of a WHO study group. (WHO technical
report series; no. 936Geneva, World Health Organization, 2006.

http://whglibdoc.who.int/trs/fWHO_TRS 936 _eng.pdf
$ A

5. Technical consultation on combining indoor residuapraying and long-lasting insecticidal net
interventions Geneva, World Health Organization, 2009.

This document has been finalized and being forrdattés available on request from the WHO Globallstia
Programme. It will be placed on the following wigbsvithin the next few weeks.
http://www.who.int/malaria/vector control/en/
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6. Indoor Residual Spraying (IRS). An Operational maaufor indoor residual spraying for
malaria transmission control and eliminatiorGeneva, World Health Organization, 2010.

This document has been finalized and is being fttada It is available on request from the WHO Gllob
Malaria Programme. It will be placed on the followwebsite within the next few weeks.
http://www.who.int/malaria/vector control/en/

& 0
&
5 ( 5
5 5 1
? 34" ;&
0 5)' ;&
& 56' ;&
& <

29



VIII: Surveillance, Monitoring and Evaluation for high-burden Countries
24. 1. Chapter 2. Policies, strategies and targets fonalaria control. In: World malaria report
2009 Geneva, World Health Organization, 2009.

http://whaglibdoc.who.int/publications/2009/9789248901 eng.pdfl
) 46

IX. Malaria Elimination

25. 1. Malaria elimination - a field manual for low and mderate endemic area$seneva, World
Health Organization, 2007.

http://whalibdoc.who.int/publications/2007/97892496984 enq.pdf
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26. 2. Global malaria control and elimination: report of #echnical review Geneva, World Health
Organization, 2008.

http://whalibdoc.who.int/publications/2008/978924986556 enq.pdf
&

27. 3. Chapter 5: Elimination of malaria. In: World malaria report 2009Geneva, World Health
Organization, 2009.

http://whglibdoc.who.int/publications/2009/97892468901 eng.pdf
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A COMPILATION OF TRP COMMENTS TO GUIDE THE DEVELOPENT OF ROUND 10
PROPOSALS: Kwame Agyarko
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The review of TRP feedback to countries has redealgood understanding of the key issues that ugest
group of technical panelists base their proposallg decisions on. It does appear that, the dtinen§
proposals include situations where a good desorip8 provided of the process by which the proposz
developed, the TRP values consultative proposaldpment processes that includes key stakeholdsrsdll
sectors, public, private and civil society. Valgeplaced on showing clear linkages with existing gs&nts,
providing sound and feasible technical intervergiahich are consistent with the national stratgéao and in
line with regional and global disease control t&sgand best practices. In doing this, a good epidegical
description, supported by a well-documented progeamalysis is needed. Coherency, clear Logic, sound
analysis, well articulated goals specific objectiamd a good description of the interventions; fieiagies and

the sustainability are the key assets to the dvéability of the process.

On disease control, a theme that is picked up siiymrelates to innovative approaches, provisiblinkages
to other grants, in cases where an interventitueisg introduced for a first time, piloting and nrak clear that
lessons will be learnt in a phased implementatigpr@ach re all good score points. Concerns inclumts
quantification, (over or under) of ACTs and RDTs,ralated to observed changes in epidemiology swadie
burden. For example, the quantification of drugcprement based solely on estimates of incidencleowit
consideration of systems and capacities is seémagpropriate, in equal measure, estimates for codities
must take into consideration the expected dropatara incidence following preventive interventions

An important part of the proposal is the sectiorbadgets. In the worst rated proposals, the TRRIlysstates
that, there are discrepancies in the budget, fiahgap analysis are poorly done, there are adédetails, and

in some cases unit costs are over and above sthkdawn costs, these are all issues that go totiqunethe
credibility of the proposal. Inconsistency in cdétions, inflated costs, lump sum figures not vesdplained
and poor budgeting do not receive good reviews ftoenTRP. Clarity, good budget notes, good estmat
detailed break down of costs and assumptions amchdsdelievable justifications earns more positive
assessments.

On vector control, a good start is to have a goathria epidemiological stratification of the coyntr region,
with clear demarcation of where the different vegtoontrol strategies would be deployed, in sitregiwhere
this is the case. It helps to have in place initgat to evaluate the potential impact of insec&sl on the
environment and to monitor the dynamic of insedgaiesistance. In cases where IRS and LLINs aneoged
as joint and or concurrent interventions, clargyneeded to explain the added advantage of on¢handthe
other, if applied in same locations. Positive rétaaare made in cases where such dual interventodiasv

WHO guidance. On LLINs, quantification, good defiiom of target population, and distribution methlody

are all issues that when not well articulated teencbntribute to poor proposal ratings.

With regards to BCC/IEC, the perennial issue rslatethe provision of evidence of the effectivenekshe
intervention. Over and above this, positives regiemnclude sound and evidence based activitiesgiated
strategies, which demonstrate the intended impadhe population, with strong qualitative and gitative
evidence of impact. It does help to show the ingoient of and ownership of communities, civil societ
organizations and linkages with previous BCC/IE@vitees in previous grants.

The review looked at the TRP feedback on alignmenproposals to the national strategy and policy
orientations, as well as the nature and strengtiatbnal M&E systems, the specific proposal inthes and
the M&E platform related to the proposal. Propssaéed to have well articulated activities and sloun
measurable indicators building on a comprehensimplémentation strategy rooted in a well-developed
national M&E plan and framework. Objectives, seevidelivery areas and indicators should, in keepiith

the focus of the proposal also ensure that theyalgemed to the broad national strategic orientgtiand
contribute to this as well as answering to the $igaweeds of the proposal. It helps to analyzedinengths and
weaknesses of the national system and devise wagsengthen the M&E system to benefit the datdityua
and timeliness of reporting. A good understandaigthe different levels of indicator formulation can
measurement (input, process, output and impact)aareasset. The establishment of baselines and how
indicators will be assessed and measured are @egessare must be taken to streamline and coomlitaat
benefit from planned surveys and studies.
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Of equal importance is a need to clarify the preowgnt system in place and proposed. The proper
quantification of needs with realistic values ispomntant; focus must be placed on a good descripifotte
procurement arrangements, its strengths and wesdésiesn cases where inherent and persistent PSM
weaknesses are the order of the day, the TRP sh#s im opting for the GF’'s Voluntary pooled prosment
system.

A key area of interest is the management and imghéation arrangements that are proposed to mamhage t
proposal. Here a good description of the implewigont arrangements, the coordination mechanism ttaad
overall impact or effect of the existing healthteyss is necessary. In cases where previous grawts lieen
awarded, a history of the implementation arrangemelessons learned and any modifications are also
important to make. The selection of principal autb-recipients must show transparency and crosmsalc
representation, from Government, faith-based, catiety and the private sector where applicabléhe
proposal’'s chances are enhanced when there igyclarithe responsibilities and activities of theyke
implementers capacity to deliver. The national éectural platform for programme implementation¢lsuas
SWAPs and others must be highlighted, especiallgrevithat implementation arrangement will affect the
proposal. A history if previews grants, AND thegrformance must also be articulated, more impdstaimt
cases where it is envisaged that the current pebpomsly be merged with existing grants, this must be
highlighted.
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